Among children presenting with wasting conditions, an increasingly recognised proportion have neither malignancy nor other serious physical illness but do have self starvation. This is a report of 48 children, aged 14 years or less, with deliberate self starvation often beginning before the onset of any outward sign of puberty. The published works are replete with reports of various aspects and permutations of eating disorders, but the clinical features and natural history in children remain much less fully explored than in older patients. Most reports contain few children, and statements about findings are usually made with reference to older patients. These studies usually address only questions of differences and similarities between a small subpopulation of young patients and a much larger group of older patients with anorexia. The purpose of this study was to supplement our knowledge of one end of the range of anorexia nervosa-that is, childhood.
Review of published reports
There has been increasing recognition recently of the occurrence of earlier onset anorexia nervosa.
Although there were occasional reports beforehand,2 the first major accounts of prepubertal anorexia nervosa occurred in the 1960s. 35 Comprehensive reviews have been prepared by Swift6 and Lask and Bryant-Waugh.7
Attempts have been made to isolate differences between earlier and later onset anorexia nervosa. There seems to be a consensus that clinical features of the earlier and later onset groups are essentially similar-namely, denial of emaciation, retention of appetite, power struggles between patients and parents, a high level of depression, and frequent exercising.4-0 There are characteristics, however, that remain unclear. Irwin, for example, suggested that the course of anorexia nervosa was different in early onset cases, with younger children becoming more emaciated because of less initial body fat and depressive symptoms occurnng earlier than in older children.8 Although well documented in older boys,"1 the incidence and features of anorexia nervosa in younger boys require clarification as few such children have been described.
In the follow up publications there has been controversy about the prognosis of early onset anorexia nervosa, with some authors suggesting that it is associated with a more favourable outcome.3 4 In a review of this work, focusing particularly on the methodological adequacy of the studies, Swift6 concluded that the long term results were similar to those found in studies of later age of onset,12 13 
Results
Demographic findings. Demographic features of the sample of 35 girls and 13 boys are shown in Table 2 . Mean age at which symptoms first caused concern was 11-7 years and ranged from 7-75 to 14-33 years, while mean age at referral was 12-34 years, with a range of 8-17 to 14-83 years. Sexual development varied, with 23 being prepubertal (seven boys and 16 girls), 20 pubescent (six boys and 14 girls), and five postpubertal (all girls). Twenty one were the youngest child in their families and 13 the oldest. Six Findings at end of treatment. Full details of the treatment are published elsewhere.7 Most patients improved during admission to hospital (four patients never required admission). Thirty (68%) achieved all therapeutic goals, including restoration of normal mood, improved social skills, satisfactory relationships with peers and authority figures, untroubled eating patterns, and weight gain. Thirty five (80%) gained significant weight but fell short in one or more of the psychosocial areas. For the group the mean weight/height was 72-83% at admission and 86-98% at discharge. The 14-15% difference is a significant increment (p<0-01). Nine patients failed to gain weight during admission to hospital; one patient gained weight only with parenteral nutrition but died during admission to hospital.
Placements after discharge from hospital varied (Table 6 ). Forty children were discharged to the care of their parents. Five were transferred to other hospitals, one child went into full time boarding school, and one (admitted from another hospital) went to a foster home. One child died from exsanguination after repeated oesophageal tears secondary to pernicious vomiting.
The results of a long term follow up are to be published shortly. 
Discussion
A number of important points emerge from this study, which we believe to contain the largest reported series of early onset anorexia nervosa. The proportion of boys is significantly higher (27.1 v 10-2%, p<0.05) than a compilation of comparable series reported by Swift6 but concordant with a high incidence in two recent series. 14i9 Certainly, however, the proportion is far higher than in adult anorexia nervosa (6.4%) (p<0.01).20 The clinical features, however, are the same in both boys and girls. Youngest children (who formed 44% of the study population) are significantly different (p<O-OOl) from census figures (15%) but similar to two other series (40% and 44%).5 6 Finally, the sample is biased towards social classes I and 11 (46% of the study population) compared with the general population (17%) (p<0001).
Perhaps these findings can be most easily integrated into the conceptualisation of anorexia nervosa as a distorted or overly focused struggle for self control and autonomy. Struggles require adversaries and in our opinion the propensity of parents to be positioned to adopt this role varies with the age, sex, and ordinal position of pregnancy. In our culture parents are more likely to be intrusively involved with and/or overly controlling of girls and youngest children than offspring in complementary categories. In some of these families parents will not withdraw in response to the child's emancipatory stirrings. Given this situation, some children will attempt to resolve the ensuing conflict by focusing the controversy on food and control of intake. This is an effective option only if the reduction in food consumption is consistently at their discretion-that is, not subject to availability or threatened by the family's financial resources.
Our findings indicate the importance of anorexia nervosa from the paediatrician's viewpoint. Eighty three per cent starved to the point of wasting, and all children required careful monitoring of their energy intake and electrolyte balance. Many of the children were thought initially to have some other serious medical condition, such as malignancy or Crohn's disease.
Fifty two per cent of our sample spent at least some time on a paediatric ward, although the national figure is likely to be higher given the shortage of psychiatric facilities. Elsewhere we discuss the problems of treating these children.7 The conflicts within the treatment team are usually between paediatric and psychiatric personnel and also medical and nursing staff. Children with anorexia seem to be particularly adept at creating conflict, not from planned behaviour or malice, but Early onset anorexia nervosa 117 as a habitual way of relating, generalised from intrafamily interaction. The divisiveness is so regularly problematic that routine discussions among team members21 should be held to identify and resolve the problem.
The presence of depressive symptoms in 56% of our cases is similar to findings in other studies and presents a confounding ingredient to the diagnostician. Certainly, primary depression can present with reduced food intake and weight loss. The other features of the illnesses are usually sufficiently different to allow differentiation in each case ( 
